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Abstract
Background: The assessment and evaluation of practical and sustainable development of health care has become
a major focus of investigation in health services research. A key challenge for researchers as well as decision-makers
in health care is to understand mechanisms influencing how complex interventions work and become embedded
in practice, which is significant for both evaluation and later implementation. In this study, we explored nurses’ and
surgeons’ perspectives on performing and participating in a complex multi-centre person-centred intervention
process that aimed to support patients diagnosed with colorectal cancer to feel prepared for surgery, discharge
and recovery.
Method: Data consisted of retrospective interviews with 20 professionals after the intervention, supplemented with
prospective conversational data and field notes from workshops and follow-up meetings (n = 51). The data were
analysed to construct patterns in line with interpretive description.
Results: Although the participants highly valued components of the intervention, the results reveal influencing
mechanisms underlying the functioning of the intervention, including multiple objectives, unclear mandates and
competing professional logics. The results also reveal variations in processing the intervention focused on differences in
using and talking about intervention components.
Conclusions: The study indicates there are significant areas of ambiguity in understanding how theory-based complex
clinical interventions work and in how interventions are socially constructed and co-created by professionals’
experiences, assumptions about own professional practice, contextual conditions and the researchers’ intentions. This
process evaluation reveals insights into reasons for success or failure and contextual aspects associated with variations
in outcomes. Thus, there is a need for further interpretive inquiry, and not only descriptive studies, of the multifaceted
characters of complex clinical interventions and how the intervention components are actually shaped in constantly
shifting contexts.
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Background
The assessment and evaluation of practical and sustain-
able development of health care has become a major focus
of investigation in health services research [1]. In line with
this, complex clinical interventions are increasingly used
and there is a growing body of literature regarding related
methodologies [2–4]. The ultimate goal of complex inter-
ventions is to improve health care practices [5] that are
often characterized as complex systems and therefore
multifaceted with constantly shifting contexts [6]. Concep-
tualizing the practical workability of new treatments and
behavioural approaches and assessing their potential for
integration in healthcare settings are key issues for re-
search. It is therefore important to evaluate how complex
interventions are processed by professionals.
In this study, we investigated health professionals’
(nurses’ and surgeons’) perspectives on being part of an
intervention process in a multi-centre intervention project
based on a quasi-experimental design. In addition, we
used participatory action research (PAR) procedures [7]
for the development of one of the intervention compo-
nents (the innovative PEM). The intervention aimed to
support and help people diagnosed with colorectal cancer
(CRC) to feel prepared for surgery, discharge and recovery
by facilitating person-centred communication between
patients and professionals. Such communication can be
seen as an attempt to shift health professionals’ attitudes
from seeing patients as passive recipients of care to seeing
them as active partners of the health care team, with
experience, context, capability and own resources [8]. The
goal is to enable better care in a partnership between pa-
tients and professionals through dialogue and democracy
in decision-making [9]. The motive for initiating this
intervention partly came from the fact that two nurse
managers at one of the hospitals contacted the researchers
about the need to improve patient information in connec-
tion with discharge routines after colorectal cancer sur-
gery. Thus, the intervention was requested and not
imposed from one of the hospitals included, which may
have importance for understanding the results.
In the next section, the development of the interven-
tion will be described to make it easier for the reader to
understand the bases for the current study. This is
followed by a presentation of complex interventions and
process evaluations.
Intervention background
Surgery–recovery process for patients undergoing colorectal
cancer surgery
In Sweden (including the study hospitals), the care process
in CRC surgery and recovery follows national and inter-
national guidelines [10]. Treatment decisions were made in
multidisciplinary conferences and all patients received at
least one consultation pre-surgery, one before discharge,
one after the surgery and one follow-up consultation
with a surgeon after discharge. Pre-surgery patients had
consultations with additional representatives of the multi-
professional CRC team, including a preoperative informa-
tion consultation with a registered nurse (RN). The widely
used multi-modal care pathway for the surgical process
was applied by implementing the Enhanced Recovery
After Surgery (ERAS) protocol. This protocol is designed
to minimize the stress response associated with surgery
and proven to be best evidence-based practice during pre-
and postoperative care [10, 11]. The outcomes are im-
proved recovery, fewer complications and a reduced
hospital stay. Patients scheduled for ostomy surgery meet
an enterostomal therapist pre-surgery and regularly fol-
lowing surgery. Results of tumour diagnosis assessment
(pathological and anatomical diagnosis) are given to pa-
tients at a follow-up consultation with the surgeon usually
within 4 weeks after surgery, and if adjuvant chemotherapy
post-surgery is recommended, the patients are referred to
an oncology department. According to national guidelines,
at time of diagnosis all patients should be assigned a cancer
nurse coordinator (in Swedish literally contact nurse) for
support in relation to self-care, to navigate in the care
process and to receive psychosocial support.
Preparatory studies motivating the intervention
development
In order to explore and understand current patient in-
formation practices in connection with CRC surgery, the
intervention was developed on the basis of preparatory
studies. Existing patient education materials (PEM) for
CRC surgery were studied as related to patients’ prefer-
ences thereof [12] and existing discourses in the PEM
[13], characteristics of pre-surgery CRC consultations
[14] and physicians’ strategies to enable gastro-intestinal
cancer patients’ understanding of bodily changes [15].
The results revealed an obvious need to develop new
PEM of high quality in regard to suitability, readability,
comprehensibility and content fitting patients’ preferences
[12, 13]. The results of the preparatory studies also indi-
cated a need for communication that takes patients’ narra-
tives, perspectives and concerns into account [14–16].
The intervention
The intervention was based on two components: (i) the
use of supportive interactive patient education material
(PEM) and (ii) person-centred communication approaches
through dialogues. Firstly, a new PEM was developed in
cooperation with patients and professionals, using partici-
patory action design (PAR) methodology [7, 17] Fig. 1.
This was structured into chapters labelled as four phases
of the care process: examination, diagnosis, surgery and
recovery, and designed to serve three purposes: (i) To pro-
vide generic information in relation to the CRC surgery
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and recovery process of relevance on a group level (3rd
person perspective; what is usually considered a PEM).
This was based on best evidence-practice and current le-
gislation, and with language and layout to promote high
readability, suitability and comprehensibility, considering
that the cancer diagnosis might affect patients’ health lit-
eracy. (ii) To enable opportunity for dialogue (2nd person
perspective) primarily between patient and professionals
(but also between patient and significant others). Here,
both the patients and the professionals should be encour-
aged by the PEM to voice concerns and share their per-
spectives, and ultimately to form a partnership in which
capacities, resources and needs can be discussed. (iii) To
allow the patient to personally reflect (1st person perspec-
tive) on the generic information that has been processed
in dialogue, and then for them to articulate and reflect on
related assumptions, desires and behaviours, to assimilate
the surgery and recovery situation. For details, see Smith
[7] and examples from the PEM given in Fig. 1. The PEM
was used in different consultations and in different ways
and is displayed in Fig. 2.
The new PEM consequently supported professionals
in carrying out person-centred communication [8, 18]
during consultations, including the following facilitating
communication structures: (i) professionals guiding the
patient through the four phases of the care process;
(ii) explicitly communicating an introduction, agenda
and closing of every consultation; (iii) inviting the pa-
tient to discuss and following up on what has been
said, as well as posing open questions to invite the
patient to enter a dialogue based on his/her story; and (iv)
being sensitive to the patient’s questions, beliefs, experi-
ences and resources Fig. 3.
This was contextualized in the patient’s family and so-
cial network and the professional’s team. Based on the
dialogues, it was suggested that nurses should document
aspects of how the patient was prepared for the surgery,
the discharge and the recovery in the patients’ records.
To introduce the intervention, all professionals assigned
to the intervention wards at the three hospitals were in-
vited to a two-hour workshop (in total 20 workshops
and 251 professionals), which included a brief lecture on
Fig. 1 Examples from the PEM. Top left cover of the two brochures, top right, first spread in part 1“To the reader” with introduction to the PEM
with four chapters with symbols used to support the reader in understanding the care process: examination, diagnosis, surgery and recovery
(the symbols return in every chapter). Bottom left, two spreads with examples of how self-reflection is facilitated. The first allows the reader to circle
words expressing their own emotions and write down strategies for dealing with struggling emotions. The second, in the left corner, has one page
with questions to support self-care assessment of the wound after surgery and instructions regarding when and whom to contact for professional
assessment and care. There is also a page with information about what to eat and drink, and both these pages have space for “My questions about
the wound/food and drinks”. The bottom right page discusses “Thoughts and feelings around recovery”: “People react in different ways before coming
home. You may feel strong and longing to come home or lonely and abandoned. Perhaps, once you’re home, you have time and strength to think
about what you have gone through. There are no ‘right’ or ‘wrong’ feelings or thoughts. Everyone reacts in his or her own way. Think about how you
feel about coming home and your recovery. If you like, you can talk to your cancer nurse coordinator. Consider whether you would like him or her to
pass on your thoughts to other members of the health care team”. Illustration copyright: Helena Kjellgren
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person-centredness and person-centred communication
and an explanation of the two intervention components.
Thus, objectives, theoretical bases, components and proto-
col were introduced. A video concretizing and illustrating
the two components of the intervention (produced by the
research team), and discussions and reflections were inte-
grated throughout the intervention.
To secure intervention fidelity, facilitators (nurses and
surgeons) were assigned locally at the three hospitals, with
the intention of helping the other health professionals to
work in accordance with the intervention protocol [19].
These facilitators were the primary contacts with the re-
search team. During the ongoing intervention, workshops
and regular follow-up meetings were held with facilitators
Fig. 2 Overview of ways the PEM was to be used in the intervention
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(nurses) and representatives for cancer nurse coordinators
at each hospital.
An introductory intervention kit for self-directed stud-
ies was developed for the professionals who did not take
part in the introductory workshop. It also functioned as
a supporting tool for all of the participants. The inter-
vention has now been finalized and the outcome data is
under analysis.
Complex interventions and process evaluations
There is no absolute definition of a complex intervention.
According to Craig et al. [3] complexity is determined by
interacting components within the intervention and con-
trol groups, actions required by the individuals delivering
or receiving the intervention, organizational levels or
groups targeted by the intervention, variability of out-
comes, and finally, how far tailoring of the interven-
tion is permitted [3]. In this study, a change in
approach among the health professionals from transfer of
information to dialogue-directed communication was
necessary. The complexity of the intervention relates
to several interacting aspects: theoretical assumptions
underlying person-centred communication and pre-
paredness; procedures that professionals should adopt
based on person-centred communication; involvement
of different professionals; inter-professional collabor-
ation, primarily among nurses and surgeons across
different health care settings.
A key challenge for researchers, as well as decision-
makers in health care, is to understand mechanisms
influencing how complex interventions work and become
embedded in practice, which is significant for both evalu-
ation and later implementation [20–22]. Despite a growing
body of knowledge about the importance of including
process evaluations as a component in the development of
clinical complex interventions [4], reports of process evalu-
ations occur to a minor degree. Although there is substan-
tial evidence, knowledge is still lacking on how complex
interventions are best performed and implemented on a
larger scale to contribute to sustainable development in
health care. Several researchers [23–25] point to the need
for process evaluations that consider the complexity of the
“real world” and messy practical problems to a higher ex-
tent. Although it is important to study causal mechanisms
[1, 21] contextual and pragmatic circumstances have to be
considered [22, 25, 26]. Multi-method strategies, including
interviews with stakeholders to grasp the complexity, are
suggested [24, 27].
There is no consensus regarding what a process evalu-
ation should include in detail and there are differences
in how terms are used in evaluation frameworks. In this
study, we specifically consider the theory base for the
intervention (theoretical assumptions), the character of
implementation components, how these are perceived
by professionals, context and contextual factors, and mech-
anisms of impact [20, 23, 24] that operate in a particular
context to produce an outcome [25]. Such aspects of
process evaluation explore how the intervention is imple-
mented and reveal insights into reasons for success or fail-
ure and contextual aspects associated with variations in
Fig. 3 Illustration of the intervention component person-centred communication in dialogues; adapted to CRC surgery care. Illustration copyright:
Helena Kjellgren
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outcomes [3]. These also enhance understanding of how an
intervention could move from research to practice [1].
The aim of this study was to explore health profes-
sionals’ understanding and perspectives on performing
and taking part in a person-centred information and com-
munication intervention process with the goal of enhan-
cing patients’ preparedness in connection with elective
surgery for colorectal cancer. Consequently, the study in-
tends to shed light on problems and possibilities related to
processes of implementation, especially in gaining insights
of importance for future implementation.
Methods
Design
A qualitative interpretive description design [28] was ap-
plied in the current study. The basis of interpretive descrip-
tion is enquiry into phenomena of interest to healthcare
disciplines. As such, it recognizes that reality, i.e. in this
study being in the midst of the intervention, is com-
plex, socially constructed and intersubjective [28]. The
enquiry was focused on obtaining experiential and
practice-based knowledge from health professionals,
with the ultimate goal of generating applicable know-
ledge about complex care interventions of relevance for
clinicians, policy makers, and researchers. Thus, the
process evaluation in this study was implemented by
the qualitative methodology interpretive description.
Settings and participants in reflective interviews
Three hospitals were selected for the intervention based
on organizational and geographical differences: one
university hospital, one regional hospital and one local
non-profit hospital in Sweden. In this study, strategic
sampling was the primary sampling principle in the se-
lection of professionals from the three hospitals. They
had all taken part in delivering the intervention and
were assumed to have comprehensive experience of
using it. Ten nurses and 10 surgeons from the three hos-
pitals agreed to participate in retrospective reflective in-
terviews after the intervention project was finalized.
Number of years of working experience in CRC care
ranged from 2 to 31 years among the surgeons. All ex-
cept one of the surgeons were specialized in CRC care.
For the nurses, the CRC experience ranged between 7
and 30 years. Seven of these were cancer nurse coordi-
nators. All nurses had specialized nursing education and
some more than one specialization.
Data sources
A combination of strategies was used for the generation
of data: reflective interviews, workshops and follow-up
meetings. The primary data source was the retrospective
reflective interviews, conducted in Swedish with nurses
and surgeons. The workshops and follow-up meetings
were considered complementary data sources and these
were generated during the ongoing intervention.
Reflective interviews
The reflective interviews, performed between January –
March 2016 (when the intervention was finalized), were
in conversation format and took place in quiet locations
within the hospital settings. Four focus groups and four
individual interviews were performed, depending on the
participants’ working situations.
One interviewer led each session, apart from one of
the focus groups, in which two interviewers participated.
The participants were invited to talk about experiences
related to the intervention. During the sessions, the
interviewer highlighted and returned to mention or im-
plicitly indicate aspects that were relevant to the study
aim. Examples of questions that reiterated previously
mentioned topics were: Can you please tell me how the
intervention was introduced? How was it delivered?
What was problematic? What went well? What are the
potential benefits? Each session ended with the inter-
viewer summarizing the topics raised during the interview,
with the participants being invited to add comments and
reflections. In this way, the first and latter parts of the in-
terviews emphasized shared understanding, while the
middle part explored potential issues and tensions. The
focus groups lasted 35–60 min, including small talk, infor-
mation, presentation rounds and so forth, whereas the in-
dividual interviews lasted 30–45 min.
Workshops and follow-up meetings
Two types of workshops were performed during the on-
going intervention with six months between the events.
The workshops included nurses who facilitated the study
at the participating hospitals (see Table 1).
In the first type of workshop (five hours), the main ob-
jective was to provide the nurses (n = 15) from the three
hospitals with opportunities to share their experiences of
being part of the intervention, and to offer support to fa-
cilitate the intervention. The workshops were framed by
activities to promote a trustful climate in the group and
a “World Cafe” approach to promote collaboration and
dialogue, and facilitate sharing of experience-based
knowledge [29]. The “Café” atmosphere [30] was created
by laying a table with drinks and pastries, pens and
paper and by providing a “host” (in our study, one re-
searcher). The task of the “host” was to ensure that all
the “guests” had their voices heard, that everything that
was said was summarized and documented, and that
new “guests” were brought into the topics discussed and
ideas developed by previous guests.
Discussions in three groups (one researcher in each of
the groups) were held for half an hour based on the fol-
lowing questions: How does the project work/function
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in your hospital? What are the current challenges? How
can we support the progress of the project? Following
this, the discussion continued in reorganized groups
with one of the nurses and the researcher remaining as
hosts while the other nurses moved about so that new
groups were formed. After three rounds, the whole
group gathered to share collective reflections. Digital
audio recordings were made during all the group
discussions.
The second type of workshop (3 h) was held at the
three hospitals. The main objective of these workshops
was to link back to the first workshop with reminders
of the intervention objectives and components, and to
provide opportunities to share experiences about the
progression of the intervention. The workshops started
with a researcher from the team presenting the current
status of the project and a welcoming to promote a
trustful climate in the group. The participants were in-
vited to perform a SWOT analysis (a method with
roots in the economics and business sector and used
in connection to strategy work) of their unit’s
strengths, weaknesses, opportunities, and threats [31]
in relation to the intervention and its implementation.
The results from the SWOT analyses were shared and
discussed within the group at each hospital. Regular
follow-up meetings with the facilitators were held in
each hospital to support the ongoing intervention (see
Table 1). During these meetings, experiences of the
intervention were discussed. Ideas to help the profes-
sionals stick to the protocols and solve problems were
developed in collaboration between the researchers
and facilitators.
Data analysis
As seen in Fig. 4, the analysis first involved listening to the
reflective interviews and reading the transcripts repeatedly
to get an overall sense of the data before broadly
coding and organizing it into clusters of text with re-
lated broader topics (e.g. matters regarding specific
aspects of the intervention).
During this process we noted analytical questions such
as: How do the professionals talk about how they work
with the intervention process and person-centeredness?
This was followed by comments and possible interpreta-
tions. These clusters of broad coded text were then
further analysed and interpreted in the context of the
overall understanding of the descriptions (i.e. in what
situations, activities and so forth the descriptions were
embedded). This was done by continuously moving back
and forth between the clusters and the text as a whole.
The additional data from workshops and follow-up
meetings was then read in relation to the clusters from
the analysis of the reflective interviews to check and en-
rich details, to verify or reject interpretations and to
deepen the understanding of emerging patterns. Alves-
son and Sköldberg [32] describe such movements between
different analytical levels as abductive. This process in-
volved moving back and forth between the data, the
analytical notes and theoretical and empirical literature.
Data on the different levels was compared with each other
in order to identify more comprehensive meanings.
Relevant empirical work by other researchers supported or
rejected the interpretations, thereby sharpening them, while
theoretical reasoning enhanced emerging understandings
[28]. Examples of such sources are studies about complex
Table 1 Data generation
Data source Time of data generation Type of data Participants
Workshop (5 h) Six months into
the intervention
In total 1 workshop at
one of the hospitals
Digital recordings/transcripts
(n = 7)
Facilitators and cancer nurse coordinators
participating in the project (n = 15)
Workshop (3 h) The last three months of
the intervention. In total
3 workshops at the
different hospitals
Digital recordings/transcripts
(n = 3)
Facilitators (nurses) at the different
hospitals (n = 14)
Follow-up meetings Continuously during the
intervention
In total, 9 meetings at the
different hospitals
Notes from 6 meetings
(n = 6)
Facilitators (nurses and surgeons)
(n = 22)
Focus groups
(four groups, A-D)
After the intervention Digital recordings/transcripts
(n = 4)
4 physicians (hospital I)
4 physicians (hospital II)
4 nurses (hospital I)
4 nurses (hospital II)
Individual interviews After the intervention Digital recordings/transcripts
(n = 4)
1 physician (hospital III)
1 physician (hospital III)
1 nurse (hospital I)
1 nurse (hospital I)
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interventions [2], process evaluation of complex interven-
tions [11], person-centred communication [8], philosophy
of the person [33] and professional logics [34]. In the final
stages of the analysis process, a pattern consisting of two
different layers of meaning was constructed; “Differences in
perceptions about mechanisms underlying the accomplish-
ment of the intervention” and “Variations in the processing
of the intervention”.
As the idea of saturation is not applicable in inter-
pretive description [28], we attained credibility
through other principles typically applied in inter-
pretive description, including: epistemological integ-
rity (i.e. review of previous literature and thorough
planning of the study design and methodology); rep-
resentative credibility (i.e. striving to include different
professionals on different occasions to get a variety of
experiences, yet not claiming all the possible varia-
tions); and finally, analytic logic and interpretive
authority, meaning that all researchers maintained a
continuous exchange of reflective and critical reason-
ing about disclosure and interpretation of findings.
Moreover, we discussed alternative interpretations,
sometimes leading to re-analysis of the clusters of
text with the purpose of confirming or rejecting the
original interpretation. This was a transparent
process, meaning that we shared ideas and thoughts
about interpretations and agreed upon those before
closure [28].
Contextual conditions for the study
The participants in this study represented different profes-
sional groups and different socially and culturally shaped
institutional settings, which presumably framed discussion
about being part of the intervention. During the interven-
tion period, certain organizational and administrative
changes (change in leadership, new documentation systems,
new research projects) occurred. Such institutional and
other external factors were beyond the scope of the re-
search team to influence. Another condition was related to
the design of the intervention process. Despite holding
introductory information and educational events to intro-
duce the intervention (not part of the study analysis), and
despite the workshops and follow-up meetings being de-
scribed as informative and relevant, a need was articulated
for additional follow-up meetings at regular time points
over a longer period of time to ensure collective action and
maintenance of the intervention. This indicated that the
professionals might have needed more support, or support
of a different kind, than was the case. Although the three
intervention settings received the same introductory infor-
mation, there seemed to be differences in how the interven-
tion was embraced at each setting. Of significance were the
social meeting places and thereby informative hubs, devel-
oped in connection with facilitating nurses’ work places. In
summary, we assume that the participants’ utterances,
which comprise the data in this study, were shaped by dif-
ferent circumstances and conditions.
Fig. 4 Analysis process
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Results
In this study, we have unravelled the results we regard
as most striking in understanding the functioning of the
intervention. Patterns of two interrelated layers of mean-
ing were constructed which each disclose significant
practice-related details of the intervention process.
Influencing mechanisms underlying the accomplish-
ment of the intervention will first be described, followed
by variations in processing the intervention.
Influencing mechanisms underlying the accomplishment
of the intervention
Different influencing factors, here called mechanisms,
were identified as related to the participants’ perceptions
and actions. The term “mechanism” often implies a causal
knowledge claim [11, 34] but in this study, we use it for
culturally and structurally embedded factors through
which the intervention activities (and outcomes) work.
Although no specific questions related to mechanisms
were elicited in the data, nearly all participants talked
about or gave examples of incidents that could be related
to this. Three suggested mechanisms will be described:
differences in objectives, differences in mandates and
differences in professional logics (Table 2).
Differences in perceptions about the intervention objectives
The overall (formal) intervention objectives were not
explicitly discussed among the participants or in the inter-
views. Rather, diverse objectives were revealed in relation to
improving the quality of patient information and patient in-
formation routines, communicating in such a way that no
important information was missed, and considering pa-
tients’ perceptions, experiences and concerns in relation to
the theoretical bases for person-centred communication.
The most obvious objective, announced by most of the par-
ticipants, was to improve the quality of patient information
in connection with the pre- and post-surgical phases. This
generic articulation was described by some of the partici-
pants as the primary goal of the intervention.
Another objective was related to the improvement of
the patient information routines and the specific use of
the PEM. This ensured that all patients received an
appropriate level of relevant information. Another ob-
jective was to communicate in such a way that no
important information was missed. The participants also
mentioned the positive aspect of guaranteeing that all
patients get the same information. Thus, various objec-
tives were specifically related to the PEM.
In addition, and as a possible contrast, another object-
ive was identified due to some participants also talking
about considering the patients’ perceptions, experiences
and concerns. Thus, beyond the accounts of the more
generic objective (to improve the quality of information)
some of the participants referred to the theoretical bases
for person-centred communication as a reminder of how
to act in the intervention.
Another element illustrating the theoretical bases for
person-centred communication (introduced at the intro-
ductory information events for all professionals before
the intervention) was related to difficulties in distin-
guishing the intervention component of person-centred
communication from their ordinary professional ap-
proach to communication, which was also considered to
be person-centred. The participants’ quotes illustrate
this, for example: “I have always talked in this way”
(nurse) or “I think I work in this way now” (surgeon).
Another example of an unclear relationship to the
intervention objectives is illustrated by the following
participant in a post-intervention interview:
Surgeon: “When I got to know that I was going to take
part, I wondered “what is this intervention?”... and
somehow I still don’t understand it. Just like, it’s this
brochure and then there was a power point where it said
you should document that you had drawn in the
brochure…I hadn’t done that…I think…because I’m using
my own words… I find it a little hard to use your words
and…so I don’t really understand what the intervention is
more than the brochure.”
Lack of clarity concerning the intervention objec-
tives prompted this professional to act according to
personal and experiential knowledge, thereby replicat-
ing previous habits (doing what they usually do). This
can be seen as a reinterpretation of the formal and
original intervention objectives (educated by the re-
searchers). Thus, differences in perspectives and un-
derstanding of the intervention objectives can be
Table 2 Critical mechanisms in the intervention process
Multiple objectives Unclear mandates Unclear and competing professional logics
Differences in objectives (general objectives,
such as increased quality of patient information
versus enabling of patient preparedness by
means of person-centered information and
communication) influence the ways of viewing
or working with the PEM (simply delivering the
PEM versus using the PEM as a basis for
person-centred communication)
Differences in perceived mandate (well-defined
mandate for the facilitating nurses versus
redefined unclear mandate for the ward nurses;
large degree of freedom for the surgeons)
influence ways of viewing communication (more
likely to process information in dialogical manner
versus simply giving/transferring information)
Different professional logics (knowledge-oriented
professional logic, surgeon or nurse oriented;
administratively oriented logic) influence what
part of the intervention was put in focus and the
level of engagement
Friberg et al. BMC Health Services Research  (2018) 18:441 Page 9 of 17
interpreted as influencing participants’ choice of ac-
tions in the intervention.
Differences in perceptions about the mandate to work with
the intervention
The intervention involved multiple professional groups
and hospital settings. Although the participants’ utter-
ances demonstrated differing proximities to the formal
intervention objectives, they were nevertheless all sup-
posed to take part in and deliver the intervention.
The group of facilitators were invited by the research
team to have an explicit supporting role in the delivery
of the intervention. They (most of them nurses) also
seemed to have the most well-defined mandate. Many of
them worked in outpatient clinics. The majority of the
patients were invited to the project at the outpatient
units and many had their first meeting with the surgeon
there. The different intervention hubs gave opportunities
for spontaneous intra- and inter-professional discussions
and sharing of experiences, which nurses described as
reassuring in terms of knowing what to do. In particular,
the nurses expressed concerns related to differences in
responsibility within their own professional group. In
attempting to describe how the intervention followed
the expected protocol or not, one facilitator said this
about the way the ward nurses seemed to act:
Nurse: “No they aren’t interested...we still notice it
now.” They’re not interested in this...it’s just another
work task to complete or fill in. You know, we got
comments like, “why do we need to have this?”
The lack of interest was described as frustrating, as
the facilitating nurses were supposed to encourage the
ward nurses and nurse managers to take ownership of
implementing the intervention in the different surgical
wards. Nevertheless, the facilitators acknowledged the
relevance of the ward nurses’ hesitation to incorporate
the content of the intervention into their already heavy
workload. Consequently, in this case, the mandate
seemed to be ignored. Although all the data demon-
strated the facilitating nurses’ ambition to support the
wards in using the PEM and in having person-centred
discharge conversations, the question is how the ward
nurses perceived their frames of action and mandate to
act. Another dimension to attitudes towards the inter-
vention mandate was illustrated in the following
excerpts:
Surgeon 1: “I think there must be someone [a nurse]
who says “now we’ll do it this way”– who reminds us.
I can only see to myself…I do what I usually do and
then something new comes along and you fall back
into old habits again and then it’s like gone in a way…
unfortunately, that’s the case.”
Surgeon 2: “I can’t manage to do it, I think...you fall
back into old habits and stuff. Then you should have
it repeated ...some type of information... I don’t know
how to but.”
In this case, the responsibility to act in accordance
with the intervention objectives seemed to be passed
over to somebody else. The mandate to act appeared to
be redefined as incorporating support and reminders
from the nurses. If they were not reminded of the inter-
vention components, the intervention was at risk of
failing. Consequently, the variety of perceptions of the
mandate among participants can be interpreted as influ-
encing their choice of action in the intervention process.
Different types of professional logics
A third mechanism was related to different ways of
organizing the intervention activities in parallel with
the participants’ ordinary professional duties. The
term “logic” is here understood as the rationality in
an institutionalized working order which also relates
to goals and means to reach that goal [34]. A
knowledge-oriented professional logic and an adminis-
tratively oriented professional logic will be described.
The following remark made by one of the participants
indicates the complexity in balancing a professional
and participatory research agency: “This [the name of
the project] is not just a research project but a way of work-
ing [integrated in ordinary daily work].”
A knowledge-oriented professional logic was identified
in the data; more precisely, a medical professional and a
nursing professional logic. The medical professional logic
was most visible. Surgical departments specialising in
colorectal cancer are by definition knowledge-intensive
settings. By tradition, this also entails professional author-
ity, autonomy and independence [34], which contribute to
culturally shaping the intervention settings.
In regard to the intervention components, the sur-
geons stated that the PEM and drawings in the PEM
served their own professional interest, as they usually
explain the anatomy of the colon to patients by drawing
on a piece of paper.
Surgeon 1: “Yes, I don’t feel involved in the
specific delivery [of the intervention]. I’ve received
information and then we’ve used it [the PEM]
with patients... or the little that we actually do
...but introducing it [the PEM] is perhaps NN
[name of a nurse] and the enterostomal therapist,
I think”.
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Surgeon 2: “...we use it [the PEM] to fill in chosen
parts, for example, the drawing-sketch there - I think
I’ve used that part the most.”
Being expected to communicate in a person-centred
manner in accordance with the intervention protocol
was described by the surgeons as unproblematic and
self-evident, as they always tried to talk that way.
While the surgeons’ logic was obvious, the nurses’ profes-
sional logic was less visible. Although some professional
knowledge-oriented logic was demonstrated in the nurses’
conversations at follow-up meetings, it was not as pro-
nounced and clear as the surgeons’ logic. In parallel with
this, we identified an administratively oriented profes-
sional nursing logic, as indicated by the surgeons’ com-
ments suggesting that the nurses should support them
with reminders to increase the likelihood of following the
intervention protocol.
Surgeon: “It [the intervention] is so easy to forget but
on the other hand we have it in this [the PEM] if we
do forget… and we nearly always have the cancer
nurse coordinator with us and they are so good…so
that means…it is perhaps thanks to them that we
don’t forget as often.”
Another indication of this hierarchically oriented ad-
ministrative logic was connected to pre-surgery consul-
tations. Naturally, the surgeons were part of the
pre-surgery diagnosis consultations, but the nurses (in
most cases) only joined such consultations as listeners.
Although both surgeons and nurses acknowledged this
as positive for care continuity, the surgeons’ utterances
indicate a lack of detailed knowledge about what nurses
say and how they talk to patients, as well as a lack of un-
derstanding of the nurses’ role in discussing surgical care
and recovery with them. When the surgeon finishes his/
her part of the consultation, the nurse takes over and
provides detailed, pre-defined pre-surgery information
while simultaneously trying to accomplish the interven-
tion component of person-centred communication.
Nurse 1: “... when it comes to our conversation [with
the patient in connection with the medical consultation]
I still feel that you...because there is a need for
cooperation between the surgeon and the nurse …and
for quite a long time it was…it’s a visit to the surgeon
[medical consultation] …but we [the nurses] are also
there…and then we have to have our information and
that isn’t actually planned in the schedule.”
Interviewer: You have to have your information?
Nurse 1: I mean the brochure [the PEM] and so...
Interviewer: Yes …yes
Nurse 2: “And then ...it’s like this that we do this
[information, the PEM] in this [the surgeon’s
consultation] too…”
This meant the intervention was delivered under time
constraints, leaving the nurses with less freedom and
limited autonomy due to their apparently being more ac-
countable to the institutional and administrative system.
Although the different professional groups worked
together, they seemed to work in parallel from differ-
ent professional agencies, which indicates a lack of
inter-professional logic.
Variations in processing the intervention
The differences in perceptions about the intervention
objectives and mandates, as well as the different pro-
fessional logics, set the stage for further exploration
of the intervention process. Two interrelated themes
were constructed, indicating parts that were signifi-
cant for the accomplishment of the intervention and
revealing to which extent the intervention was suc-
cessful or weak.
The dynamics of delivering the PEM or using them as a basis
for communication
It was apparent that the act of delivering the PEM
was one of the most discussed aspects of the inter-
vention at the follow-up meetings with the facilitators
(nurses). Three different aspects of delivery were
identified based on the participants’ discussion. Some
participants (nurses) talked about the very act of de-
livering the PEM as practically the most important
part of the intervention.
Nurse 1: “Well... we didn’t go through it carefully at
all... most often ... we use the sketch and draw on the
picture.”
Interviewer: The picture of the intestines?
Nurse 1: Yes and then also, as you say, there’s been a
lot of information ...so it’s been quite easy to give it
[the information]
Nurse 2: No not difficult, no
Nurse 1: No
Nurse 2: And it’s been good information to give.
Nurse 3: “There’s all you need in it [the PEM]”
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Besides simply delivering the PEM, some participants
specifically talked about the structure of the PEM and
how the different parts and chapters could be used by
the patients during the whole surgical care period and
the recovery afterwards. Most efforts to guide the pa-
tients in using the PEM were made in connection with
enrolment day and, to some extent, at discharge. In be-
tween these days, the nurses on the surgical wards were
expected to encourage the patients to look at the PEM
upon returning from surgical treatment. The facilitating
nurses commented that this was challenging, mainly be-
cause of heavy work load and the severity of the patients’
medical situation. The further away from the hubs
(e.g. outpatient units and preoperative units) the nurses
were working, the more distanced the intentions of the
intervention seemed to be to them.
A third aspect of delivery concerned reminding patients
to use the PEM, as indicated by utterances such as, “Did
you bring the PEM?” or “Don’t forget to read the PEM.”
All the “delivery” approaches for how to use the PEM
seemed to be based on some kind of knowledge transfer
ideas. Thus, according to many of the participants, the
PEM were delivered for the patient’s self-study as a basis
for enhancing their ability to ask relevant questions.
In contrast, data from follow-up meetings revealed de-
tailed descriptions of how to use the PEM as a basis for
the patient conversations. Efforts to listen attentively to
explicit and implicit questions, concerns and experiences
while referring to appropriate chapters or parts of the
PEM were described. Moreover, the facilitating nurses
specifically talked about the PEM as personal informa-
tion guides for home use or as enablers of preparedness
for post-surgery medical consultations and telephone
contact with the nurses.
All the participants regarded the PEM as very useful
in their daily work, irrespective of whether they simply
delivered them or actively used and thereby processed
them. “Fantastic tools” and “Great tools for us and great
for the patients” were just two of the common com-
ments that reflected this. In the reflective interviews
with surgeons, the PEM were described as a good struc-
ture “particularly for the nurses” as an aid in their infor-
mation work to enable preparedness. Some even
mentioned that the PEM were so good, they could al-
most completely replace parts of the regular medical
conversation. This was related to the fact that some
patients do not ask questions or actively participate in
conversations. For such patients, the PEM can serve
as self-study information materials and encourage
them to formulate questions or concerns to be ad-
dressed when appropriate. In fact, the PEM were de-
scribed as containing nearly everything a patient
needs to know to enable preparedness for surgery and
recovery.
Nurse: “And that’s what I think is so good about this
material... everything we inform them about ... it really
is there. So you never need to feel...I feel relaxed
today now when I go in because I know that if I
forget something, the patient has got it anyhow…
because it’s written down there.”
As such, the PEM can be seen as assuring that the patient
receives the most evidence-based, and up-to-date factual
knowledge. This was described by all as time-saving and
something that enhanced a sense of security.
Surgeon 1: “It saves doing many other things, other
talks/conversations”
Surgeon 2: Yes and I also feel that there’s a lot of
information ...if you know what it says [in the PEM]
you can say “go home and read it in peace and quiet
...then you know that it [the information] doesn’t just
fly over their heads when you’re rambling on.”
The PEM also contributed to continuity of care, as the
patients were continuously reminded to bring them and
to read relevant sections in order to be prepared for the
different surgical care phases.
Nurse: “In this [the PEM] you have this line...the time
line or I try to emphasize that “now you’re here...now
you’re on your way to this place and eventually you
will get here ...” There’s a chapter for every step...this
is the new way of talking”
Overall, the PEM were used in different ways. Be-
sides being a learning resource for the patients, the
PEM also served as educational tools for the profes-
sionals who acknowledged their patient-teaching re-
sponsibility. For other professionals, the PEM served as a
collection of relevant evidence-based and patient-safe
facts.
Hovering between communication as “giving information”
and “processing information”
Diverse perspectives on “dialogical conversations”
were identified in the reflective interviews. Some of
the participants (nurses) described having a cognitive
and mental awareness that person-centred dialogues
were a component of the intervention and that they
were supposed to have such a dialogue with the pa-
tients. In addition, they knew that the intervention
protocol suggested conversations begin with an open
question and take place at different time points
whenever possible.
Despite knowing this, some commented that in clinical
practice, dialogical communication is an illusion. These
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participants deliberately chose to deviate from the interven-
tion objectives (person-centred communication in a dia-
logue format, starting with an open question) and only
delivered information in terms of one-way communication.
The reasons described were lack of time, lack of willingness
to change communication style or a conviction that
there was no need for anything other than the
evidence-based PEM content.
Nurse: “There I need to say ...because we are so
pressed for time at enrolment...we have half an hour in
which to give the patient the chance to reflect and ask
questions...there is nearly no space for that because we
have no time. And then they [the professionals] want
them to be included in different studies… other studies
than this then …and they [the patients] have to get
information about that and then their heads are
crammed and we have to give them information too…
what happens is we can’t just take their questions…we
also have to have time to give them information about
the care period and what happens during the time they
spend with us.”
Interviewer: So time is a...
Nurse 1: Time is difficult
Nurse 2: “Yes it is”
Other participants (nurses, surgeons) talked about
“dialogical conversation” as a state of hovering between
dialogue and one-way communication. They described
how they struggled to fulfil at least some aspects of
the component “dialogical conversation” and mainly
prioritized “information giving” but tried very hard to
answer some of the patients’ questions verbally or by
pointing out answers in the PEM.
There were also participants (nurses) who said that they
had changed their way of thinking about person-centred
communication, partly thanks to what they learned at the
introductory information event.
Nurse: “But then you had to do it on a patient by
patient basis... and then we worked through this with
the enrolment too...how we should talk to the
patient... so I mean this was not clear from the first
enrolled patient… we did that”
Interviewer: So you worked with it as you went along?
Nurse: Yes we did
Nurse: “And we changed some of our work too...Before,
we had both specific preoperative information and the
study and so we separated the two a bit… one of us
focused more on the dialogue and one more on the
studies so that we could really focus on the dialogue
and keep other distractions at bay.”
The participants also pointed to the fact that their
ability to see patients as capable persons with resources
had increased and that they no longer saw them as simply
having needs assessments.
Nurse: “...and you try to identify the patient’s goals
and expectations in a way we perhaps haven’t done
so much before.”
As a consequence, the patient as a person became vis-
ible, prompting nurses to change from a task-oriented
focus in the conversation to focusing on the patients’ con-
cerns, questions and perceptions – “you try to turn it
around a bit”. Such reflective standpoints seemed to in-
crease the potential to develop dialogues once the infor-
mation was processed.
Nurse: “Most often, the patient has been thinking
about this before...and they have prepared
themselves...they’ve read the book [the PEM] in
advance and when they come, you ask how prepared
they are...most of them have put food in the freezer.”
Although the data contains statements and descrip-
tions of incidents which indicate some kind of patient
preparedness, the term ‘preparedness’ was seldom
used. On the one hand, preparedness was related to
enabling patient self-management in terms of know-
ing and acting in line with the professionals’ sugges-
tions, such as early post-operative mobilization. One
participant (nurse) clarified this by saying “This also
involves challenging the patients’ arguments or stand-
points when necessary”. On the other hand, other ex-
pressions of preparedness seemed to be integrated in
the participants’ descriptions of how they acted in
taking on board the patients’ perceptions and con-
cerns to increase understanding of what might come.
One nurse said:
Nurse: “Sometimes I backtrack and ask how things
were before they came here... then you get to know
and I think that’s something I have learned...yes, to
think a bit more person-centred.”
Although not explicitly verbalized, enhanced prepared-
ness appeared to be the intention. Concurrently, even
under time constraints, some participants acknowledged
the need to consider the patient’s rationality and way of
reasoning in order to achieve person- centredness.
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Although most of the nurses in the reflective inter-
views described themselves as having become more and
more conscious about the term ‘preparedness’, only a
few documented it in the patient record for the simple
reason that they did not know where to record it. An-
other aspect was that no appropriate keyword was found
in the existing electronic record systems.
Discussion
In this study, we have analysed health professionals’ per-
spectives on taking part in and delivering a complex
clinical intervention. We were specifically interested in
understanding their experiences to shed light on the inter-
vention process. The results indicate areas of ambiguity
that significantly impacted on understanding the function-
ing of the intervention. Multiple objectives, differences in
perceived mandate to accomplish the intervention and
unclear professional logics are to be viewed as cir-
cumstances that affected how the intervention was
taken on board and implemented. This may have in-
fluenced fidelity in terms of what was planned to be
implemented in relation to what was actually
implemented [11].
The importance of well-articulated and communicated
theoretical assumptions underlying an intervention is
argued as important for the planning of the interven-
tion and interpretation of the effects [3, 11]. Although
person-centred communication and preparedness were
introduced and discussed at workshops before and
throughout the intervention period, the results indi-
cate differences in how this was understood. The re-
sults also indicate an ambiguity as to how to enable
and practice person-centred communication. Parallels
can be drawn to the results of a concept mapping study
about patient-centred care [35] where the importance of a
comprehensive view of humanity and partnership, know-
ledge about and influence of the health system and man-
agement and also professional identity and professional
development of staff were identified as requirements for
patient centredness. If we return to our process evalu-
ation, all this may have influenced what was delivered in
the intervention i.e. “the dose” [10] of the intervention
and the manner in which it was delivered to the patient.
It is of ultimate concern that intervention components
make sense to the professionals [5, 36]. In our study, it
was obvious that the PEM stimulated the professionals
to commit and engage, which can be seen as a success
factor. Some critical reflections can be made. In contrast
to the PEM, person-centred communication with em-
phasis on dialoguing was the intervention component
that the professionals were more reluctant to discuss,
and if they did discuss it, they did so very differently.
Dialogical communication was regarded as important,
but also self-evident. Most of the professionals claimed
they already spoke to patients this way even before the
intervention; however, our preparatory studies did not
show that to be the case [20, 22]. Such an attitude
seemed to make it difficult for participants to distinguish
the intervention component “dialogical communication”
from current practice. In line with Murray et al. [5], we
found this intervention component did not completely
make sense to the professionals. Similar results were
found by Burau et al. [12] in a study about drivers and
challenges in implementation of health promotion in
community mental health services. Even if the partici-
pants in that study found the intervention components
(health promotion) meaningful, their engagement var-
ied, pointing to the significance of developing a more
bottom-up understanding of context. The importance of
sense-making in connection to implementation is also ar-
gued by Klemsdal [37], who points to the significance of
switching from defence mode to learning mode in con-
nection with implementation of an intervention. An alter-
native interpretation was that the professionals in our
study perceived that they had no time to work in any
other way than their traditional habitual one.
Unfortunately, despite iterative workshops and project
follow-up meetings with the facilitators, we did not
come as far as we would have liked. This may indicate
limitations in the design of the intervention or in the
ways in which professionals, including the facilitators,
were supported to make sense of the intervention [27].
The results suggest that more preparatory effort was
needed to prompt the professionals’ practice-based re-
flections in relation to the theory-based intervention
components. Consequently, neither sense-making, nor
collective action in terms of inter-professional teamwork
were sufficiently achieved [5]. This was revealed by the
differences in professional logics [34]. Also, while the sur-
geons’ logic was obvious, the nurses’ professional logic
was less visible, indicating a medical hegemony.
One critical reflection is that we could have made use of
additional pre-intervention investigation as to how the
intervention procedures would affect the different profes-
sional groups in their daily work. However, we do not know
to what extent professionals could have anticipated the
most relevant mechanisms that interplayed in the interven-
tion. Murray et al. [5] point to the significance of highlight-
ing the benefits of participating in an intervention before
launching one. All the professionals in the intervention
wards were invited and encouraged to participate by their
managers. Yet the professionals suggested additional and it-
erative workshops to increase coherence and sense-making
of the intervention. Even if we recognize the pre-studies as
very valuable for trying to make the intervention practice
relevant, we assume we allocated too many resources to
that part of the intervention development. More time
should have been devoted to pilot testing with a small
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group of patients to identify weak parts of the intervention.
In addition, a more participatory oriented approach with
closer collaboration between researchers and professionals
would probably have been beneficial.
Collective action in relation to shared objectives is
required for a successful implementation [1, 6]. In our
intervention, the organizational changes impacting on the
intervention wards (change in leadership and administrative
systems, staff turnover, new ward) influenced the extent of
participation and also how the professionals made sense of
the intervention, with negative impact on following inter-
vention protocol.
Our study included colorectal wards at three hospitals,
and different professional groups and thereby issues
of context-dependent social processes. Although we in-
volved specific facilitators, all the professionals were sup-
posed to follow the intervention protocol. We tried to
change information and communication routines in whole
settings, which are in themselves professional practices
embedded in social and hierarchical traditions [38]. The
results indicate that both individual and organizational
levels need to be addressed. Context, in particular, is
often underestimated as a determining factor for the
outcome of a complex intervention [3]. This is be-
cause contextual factors shape and even re-construct
complex interventions and cannot be considered sep-
arate from such interventions [6].
To understand the patterns identified in the analysis,
we will highlight some factors that possibly framed the
participants’ discussion. Firstly, the motive for initiating
this intervention partly came from two nurse managers
at one of the hospitals. Thus, the intervention can be
regarded as having a practice-initiated clinical interest.
Upon launching the project, these managers took a more
distanced role, leaving facilitating nurses with the re-
sponsibility for the intervention (with support from the
research team). One reflection is that the managers
could have been more involved in the different parts of
the intervention. During this time there were also
changes in leadership of nurses and surgery departments
at two of the intervention hospitals. This may have influ-
enced the participants’ “ownership” of the intervention.
Another factor was that the three hospitals differed in
size and organization (university, regional and local
non-profit hospital). One only offered elective surgery
and clearly formulated value-based goals for care and
treatment, which may have influenced routines for
patient information and communication in different
ways. Two hospitals were contacted for participation
after the proposal was fully developed and thus de-
cided to participate based on a more developed inter-
vention idea. There were also differences in staffing,
for example, a higher proportion of nurses and spe-
cialized nurses enabling rapid recovery processes after
surgery (ERAS nurses) and specialized nurses
employed at the outpatient clinics.
The constructionist assumptions underlying the whole
project and the process evaluation in the current study,
indicate that the participants all contributed interactively
in shaping conditions for the latter. The outcome evalu-
ation of the intervention (to be reported in another art-
icle) is based on a quasi-experimental design, thereby
intervening in social practices embedded and integrated in
different social contexts. We included whole settings with
all professionals to carry out the intervention instead of
assigning only a few specifically trained professionals as
interventionists. In addition we used PAR procedures [7,
39] for the development of the innovative written
interactive PEM. This means that individual and collective
perspectives, standpoints and actions influenced what we
studied. All this contributed to the complexity of the
intervention and to the participants’ reflections on how
the intervention was carried out.
Conclusions
The study indicates areas of ambiguities that signifi-
cantly impacted on understanding how theory-based
complex clinical interventions work. Moreover, the re-
sults display how interventions are socially constructed
and co-created by professionals’ experiences, assumptions
about own professional practice, contextual conditions
and the researchers’ intentions. This study contributes to
the significance of considering differences in perceptions
about mechanisms underlying the accomplishment of
the intervention and variations in processing the inter-
vention (see Table 2). We assume that these aspects are
applicable to complex clinical interventions in many
cases. Process evaluations of complex clinical inter-
ventions are clearly advocated in methodological
literature, but there are fewer empirical reports of
process evaluations, in particular compared to the in-
creasing number of effect evaluations that are actually
found. A special feature of this study was the interpretive
approach to layers of meaning in professionals’ experience
to understand the functioning of the intervention. Thus,
there is a need for further interpretive enquiry, and not
only descriptive studies, of the multifaceted characters of
complex clinical interventions and how the intervention
components are actually shaped in “constantly shifting
contexts” (Cf. e.g. 6).
In this study, we would like to point out the challenges in
assuming that the professionals should adopt the theoretical
assumptions and procedures underlying person-centred
communication. We had a strong ambition, at the same
time knowing that cultural and hierarchical structures of
knowledge takes time to change. Without this practical in-
fluence, the highly commendable intentions for clinical
intervention research are at risk of largely remaining
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as rhetoric “ticking the boxes”, where we know more
about its intended ideals than actual functioning in
practice. Knowledge pertaining to how interventions
work and resonate in practice is also crucial for rele-
vant implementation of complex interventions tested
in more or less experimental research designs.
Abbreviations
CRC: Colorectal Cancer; ERAS: Enhanced Recovery After Surgery;
PAR: Participatory Action Research; PEM: Patient Education Materials
Acknowledgements
We would like to thank the nurses and surgeons for sharing their experiences
with the investigators. Moreover, without the participation of the facilitators in
different workshops this study would not have brought important knowledge
into the field. We would also like to thank managers and staff at the different
hospital settings for making this study possible.
Ethics approval and consent to parcitipate
The Regional Ethical Review Board, University of Gothenburg, Sweden,
approved the study prior to commencement (Dnr: 708–15). The participants
provided informed written consent before participation. One consideration is
that health care professionals who were assigned participation in the full
project by their first line manager or head of department might have felt
obliged to participate rather than do so voluntarily. One person decided
to withdraw from a group. It was our impression that all other participants
had a genuine interest and willingness to share their experiences of the
intervention. We performed this study with a limited number of
professionals who had been specifically assigned to participate in the
intervention because they had certain responsibilities in their settings. As this
fact may make it possible for readers to identify these individuals, we have
chosen to help preserve confidentiality by being restrictive in disclosing
information about participants’ professions, roles and settings when
presenting our findings.
Funding
This study was funded by University of Gothenburg Centre for Person-centred
care, Sweden (GPCC). FF was funded by the University of Stavanger, Norway.
This funding arrangement did not create any conflicts of interest.
Availability of data and materials
The datasets used and analysed during the current study are available from
the corresponding author on reasonable request.
Authors’ contributions
FF and JÖ were responsible for conception and design and CW, EC, MP, RS,
CH, FS, EKS made substantive intellectual contribution to conception and
design the study. FF and JÖ interviewed nurses and surgeons. JÖ, CH, FS, EC,
FF, CW, EKS and MP participated in acquisition of data at the workshops. FF
were responsible for the analysis together with CW. JÖ, RS, CH, EC, FS, EKS
and MP contributed to analysis and interpretation of data and critical drafting
of the manuscript. All authors have read and approved the final version of the
manuscript.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.
Author details
1Faculty of Health Sciences, University of Stavanger, 4036 Stavanger, Norway.
2University of Gothenburg Centre for Person-Centered Care (GPCC),
Gothenburg, Sweden. 3Institute of Health and Care Sciences, Sahlgrenska
Academy at the University of Gothenburg, P.O.Box 457, 40530 Gothenburg,
Sweden. 4Department of Nursing Science, Sophiahemmet University, P.O.
Box 5605, 11486 Stockholm, Sweden. 5Department of Surgery Sahlgrenska
University Hospital/Östra, 416 85 Gothenburg, Sweden. 6Chalmers University
of Technology Division of Service Management and Logistics Department of
Technology Management and Economics Chalmers University of
Technology, Vasa hus 2, 412 96 Göteborg, Sweden. 7The Vascular
Department, Sahlgrenska University Hospital/Sahlgrenska, 416 85 Göteborg,
Sweden. 8Research and Development, Skaraborg Hospital, Skövde, Sweden.
9School of Nursing, Trinity Western University, 7600 Glover Rd, Langley, BC
V2Y 1Y1, Canada. 10Centre for Health Evaluation and Outcome Sciences,
Providence Health Care Research Institute, 588 – 1081 Burrard Street, St. Paul´
s Hospital, Vancouver, BC V6Z 1Y6, Canada.
Received: 3 February 2018 Accepted: 21 May 2018
References
1. Grant A, Treweek S, Dreischulte T, Foy R, Guthrie B. Process evaluations for
cluster-randomised trials of complex interventions: a proposed framework
for design and reporting. Trials. 2013;14:15. https://doi.org/10.1186/1745-
6215-14-15.
2. Campbell M, Fitzpatrick R, Haines A, Kinmonth AL, Sandercock P,
Spiegelhalter D, et al. Framework for design and evaluation of complex
interventions to improve health. BMJ. 2000;321:694–6.
3. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M.
Developing and evaluating complex interventions: the new Medical
Research Council guidance. BMJ Open. 2008;337 https://doi.org/10.1136/
bmj.a1655.
4. Richards D, Rahm Hallberg I. Complex interventions in health: an overview
of research methods. London: Routledge; 2015.
5. Murray E, Treweek S, Pope C, MacFarlane A, Ballini L, Dowrick C, et al.
Normalisation process theory: a framework for developing, evaluating and
implementing complex interventions. BMC medicine. 2010;8(63) https://doi.
org/10.1186/1741-7015-8-63.
6. Wells M, Williams B, Treweek S, Coyle J, Taylor J. Intervention description is
not enough: evidence from an in-depth multiple case study on the untold
role and impact of context in randomized controlled trials of seven
complex interventions. Trials. 2012;13 https://doi.org/10.1186/1745-6215-13-95.
7. Smith F. Patient Education Materials from a person-centred perspective -
Coping and co-design in colorectal cancer care. Gothenburg: University of
Gothenburg, Sweden; 2016.
8. Öhlén J, Carlsson G, Jepsen A, Lindberg I, Friberg F. Enabling sense-making
for patients receiving outpatient palliative treatment: a participatory action
research driven model for person-centered communication. Palliative and
Supportive Care. 2015;14(39):212–24.
9. Britten N, Moore L, Lydahl D, Naldemirci O, Elam M, Wolf A. Elaboration
of the Gothenburg model of person-centered care. Health Expect. 2016;
20(3):407–18.
10. Gustafsson U, Scott M, Schwenk W, Demartines N, Roulin D, Francis N, et al.
Guidelines for perioperative Care in Elective Colonic Surgery: enhanced
recovery after surgery (ERAS). Clin Nutr. 2012;31(6):783–800.
11. Eskicioglu C, Forbes S, Aarts M-A, Okrainec A, McLeod R. Enhanced recovery
after surgery (ERAS) programs for patients having colorectal surgery: a
meta-analysis of randomized trials. J Gastrointest Surg. 2009;13:2321–9.
12. Smith F, Carlsson E, Kokkinakis D, Forsberg M, Kodeda K, Sawatzky R, et al.
Readability, suitability and comprehensibility in patient education materials
for Swedish patients with colorectal cancer undergoing elective surgery: a
mixed method design. Patient Educ Couns. 2014;94:202–9.
13. Oresland S, Friberg F, Maatta S, Ohlen J. Disclosing discourses: biomedical and
hospitality discourses in patient education materials. Nurs Inq. 2015;22(3):240–8.
14. Carlsson E, Pettersson M, Hydén L-C, Öhlén J, Friberg F. Structure and
content in consultations with patients undergoing surgery for colorectal
cancer. Eur J Oncol Nurs. 2013;17(6):820–6.
15. Friberg F, Liden E, Håkanson C, Öhlén J. Communicating bodily changes:
physicians’ ways of enabling patient understanding in gastrointestinal
cancer consultations. Palliative and Supportive Care. 2015;13:661–71.
16. Pettersson M, Öhlén J, Friberg F, Hydén LC, Carlsson E. Topics and structure
in preoperative nursing consultations with patients undergoing colorectal
cancer surgery. Scand J Caring Sci. 2017;31(4):674–86.
17. Smith F, Wallengren C, Öhlén J. Participatory design in education materials
in a health care context. Action Res. 2016;15(3):310–36.
18. Friberg F, Andersson EP, Bengtsson J. Pedagogical encounters between
nurses and patients in a medical ward—a field study. Int J Nurs Stud.
2007;44(4):534–44.
Friberg et al. BMC Health Services Research  (2018) 18:441 Page 16 of 17
19. Dogherty E, Harrison M, Graham I. Facilitation as a role and process in
achieving evidence-based practice in nursing: a focused review of concept
and meaning. Worldviews Evid-Based Nurs. 2010;7(2):76–89.
20. Moore G, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance.
BMJ : British Medical Journal. 2015;350 https://doi.org/10.1136/bmj.h1258.
21. Moore G, Audrey S, Barker M, Bond L, Bonell C, Cooper C, et al. Process
evaluation in complex public health intervention studies: the need for
guidance. J Epidemiol Community Health. 2014;68(2) https://doi.org/10.
1136/jech-2013-202869.
22. Burau V, Carstensen K, Fredens M, Brostrøm Kousgaard M. Exploring drivers
and challenges in implementation of health promotion in community mental
health services: a qualitative multi-site case study using normalization process
theory. BMC Health Serv Res. 2018;18(36) https://doi.org/10.1186/s12913-018-
2850-2.
23. Evans R, Scourfield J, Murphy S. Pragmatic, formative process evaluations of
complex interventions and why we need more of them. J Epidemiol
Community Health. 2015;69:925–6.
24. Finch T, Rapley T, Girling M, Mair F, Murray E, Treweek S, et al. Improving the
normalization of complex interventions: measure development based on
normalization process theory (NoMAD): study protocol. Implement Sci. 2013;8:43.
25. Morgan-Trimmer S. Improving process evaluations of health behavior
interventions: learning from the social sciences. Eval Health Prof. 2015;
38(3):295–314.
26. Hickey G, McGilloway S, Furlong M, Leckey Y, Bywater T, Donnelly M.
Understanding the implementation and effectiveness of a group-based
early parenting intervention: a process evaluation protocol. BMC Health Serv
Res. 2016;16(490) https://doi.org/10.1186/s12913-016-1737-3.
27. Kalolo A, Radermacher R, Stoermer M, Meshack M, De Allegri M. Factors
affecting adoption, implementation fidelity, and sustainability of the
redesigned community health Fund in Tanzania: a mixed methods protocol
for process evaluation in the Dodoma region. Glob Health Action. 2015;1
https://doi.org/10.3402/gha.v8.29648.
28. Thorne S. Interpretive description : qualitative research for applied practice.
2nd ed. New York, NY: Routledge; 2016.
29. Andersson L. Use the world cafe concept to create an interactive learning
environment. Education for primary care. 2011;22(5):337–8.
30. Gill L, Ramsey P, Leberman S, Atkins S. Using world Café to enhance
relationship-building for the purpose of developing Trust in Emotional
Intelligence Training Environments. Electronic Journal of Business Research
Methods. 2016;14(2):99.
31. Helms M, Nixon J, Exploring SWOT. Analysis-where are we now? A review of
academic research from the last decade. Journal of strategy and
management Journal of strategy and management. 2010;3(3):215–51.
32. Alvesson M, Sköldberg K. Tolkning och reflektion, Vetenskapsfilosofi och
kvalitativ metod (Interpretation and Reflection, philosophy of science and
qualitative methods) (3e edn). Lund: Studentlitteratur; 2017.
33. Ricoeur P. Oneself as another. Chicago: University of Chicago Press; 1990/92.
34. Brante T. Den professionella logiken (the professional logic). Stockholm:
Liber; 2014.
35. Ogden K, Barr J, Greenfield D. Determining requirements for patientcentred
care: a participatory concept mapping study. BMC Health Serv Res. 2017;
17(780) https://doi.org/10.1186/s12913-017-2741-y.
36. May C, Finch T. Implementing, embedding, and integrating practices: an
outline of normalization process theory. Sociology. 2009;43(3):535–54.
37. Klemsdal L. From bureaucracy to learning organization: critical minimum
specification design as space for Sensemaking. Syst Pract Action Res.
2013;26(1):39–52.
38. Roberts C, Sarangi S. Talk, Work and institutional order: discourse in medical
mediation and management settings. Berlin: Mouton de Gruyter; 1999.
39. Spinuzzi C. The methodology of participatory design. Tech Commun.
2005;52(2):163–74.
Friberg et al. BMC Health Services Research  (2018) 18:441 Page 17 of 17
